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A 49‐year‐old woman with remote history of pulmonary sarcoidosis presented with gait and speech problems. Neurological examination showed dysarthria, left upper and lower extremity dysmetria, truncal ataxia, and perioral myokymia. Magnetic resonance imaging of the brain revealed a hyperintense lesion within the right cerebellar peduncle extending up into the pons on fluid‐attenuated inversion recovery sequence demonstrating enhancement, affecting the Guillain and Mollaret triangle (Figure [1](#ccr32619-fig-0001){ref-type="fig"}).

![T2 hyperintensity seen within the right cerebellar peduncle (A) extending up into the pons (B) demonstrating enhancement (C and D)](CCR3-8-587-g001){#ccr32619-fig-0001}

Three months later, the patient developed palatal myoclonus (see Video [S1](#ccr32619-sup-0001){ref-type="supplementary-material"}) which was noted on examination. The patient was unaware of the involuntary palatal movement and denied any clicking sound in her ears.

Palatal myoclonus can be primary or secondary. In primary palatal myoclonus, no obvious structural brain lesions can be found within the triangle of Guillain and Mollaret.[1](#ccr32619-bib-0001){ref-type="ref"} Common causes of secondary myoclonus include stroke, demyelination, infections, trauma, and neurodegeneration.[2](#ccr32619-bib-0002){ref-type="ref"}
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